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THE SCOPE AND QUALITY OF
PUBLIC PARTICIPATION IN HEALTH PLANNING AGENCIES:
FINDINGS FROM A NATIONAL SURVEY
INTRODUCTION
P.L. 93-641, The National Health Planning and Resources Development
Act of 1974, provided an opportunity for health planning to "catch
up" with the expanding citizen participation movements of recent years.
It created a national network of Health Systems Agencies (HSA) and
emphasized consumer participation in planning. In addition to "broadly
representative" consumer majorities on HSA governing bodies, the law
provided for public notice and open meetings, public hearings on plans,
and a public record of board proceedings. Surely citizens stood to
benefit from methods that would provide representation, improve communi-
cation, and activate participation.
After five years, the record of participation in health planning
is mixed. Top federal officials contend that the program has established
2
a sound structure and developed plans involving citizens. Others
are more critical. Most analyses of participation under P.L. 93-641
have focused on the socially descriptive characteristics of consumer
board members and other issues of representation, with the general
findings that consumer board members are not always representative
3
of their area's population or accountable to major constituency groups.
Others have shown that there are serious obstacles to the expansion
of consumer participation in planning, obstacles that are administrative
4in nature, that arise from disparities in knowledge among the
iS ;m. 4>m
participants, or that result from the lack of consumer constituency
support and community organization. There are studies of planning
7
agencies that have sought participation with fervor, and of consumer
Q
groups that have organized around planning agencies and issues, but
these cases by no means appear typical in the field. Although the
literature on health planning is mounting, there as yet has been no
comprehensive, systematic effort to inventory the status of participa-
tion on a national scale.
This paper reports on a national study designed to assess the
scope and quality of participation in health planning agencies. The
analysis is based on data drawn from responses to a mail questionnaire
sent to a sample of agency officials responsible for public participation
in HSAs across the nation. The survey was designed to inventory the
objectives and methods in use, identify major participants and obstacles,
and analyze impacts and factors influencing practice in the field.
A total of 204 questionnaires was mailed to all HSAs in August, 1980,
using a list provided by the Bureau of Health Planning. A response
rate of 76 percent was achieved with 154 questionnaires returned by
officials in states in all geographical sections of the country. Most
were completed by the "public involvement" or "community education"
specialist or by a person with similar title in each agency. These
9data are the best available source of information on this topic today.
FINDINGS
Objectives of Participation . Federal legislation and adminis-
trative regulations prescribe broad rather than specific objectives

for participation in health planning. For example, federal performance
i
standards direct HSAs to inform area residents to assured access to
f
agency records and data, to provide a forum for expression of opinion,
and to provide educational opportunities and activities. Some analysts
consider broad objectives as a constraint on local practice, arguing
that it is difficult to implement participation when statutory language
and programmatic goals are vague. Others contend that broad objectives
provide an opportunity for motivated agencies to go beyond minimal
12
compliance to innovative and exemplary methods. Another school of
thought argues the importance of adopting specific objectives as a
13basis for planning, implementation, and evaluation. And a number
of analysts, who write with specific reference to health planning,
argue for specific objectives that go beyond public information and
public relations to political action in order to achieve concrete
14
results, overcome opposition, and implement plans.
The data presented in Table 1 indicate that agency officials have
on the whole adopted broad rather than specific or political objectives
for participation. Respondents cited as their primary objectives to
provide information to citizens, to build support for the agency, to
fulfill the federal mandate, and to improve agency decisions. These
objectives are similar to those in the minimal federal mandates and
they function to support program management without transfer of power
to consumers. They suggest an "elite" model in which officials develop
15plans and then inform the general public. Arnstein argues that some
citizens, traditionally peripheral to or excluded from the political

TABLE 1
OBJECTIVES OF PUBLIC PARTICIPATION
IN HEALTH PLANNING AGENCIES
(N=154)
Objectives Very Somewhat Not too Not at all
important important important important
Rounded to nearest whole number
Les3 than one percent
a
Percentages
Provide information to 76 23 1
citizens
Build support for the agency
Improve agency decisions
Fulfill the federal mandate
Involve low income and
minority citizens
Collect information from or 38 49 13 6
about citizens
Increase consumer control 32 45 18 4
Redistribute political power 11 39 40 11
70 28 2 b
58 33 8 1
51 40 7 2
49 37 11 3

5arena, consider such objectives as forms of nonparticipation , aimed
only to "inform" them, or to satisfy minimum requirements, or to allow
16
them to advise without providing the power to decide. Despite some
variations, the pattern is that agency officials, viewed overall, have
not adopted a singular, driving objective for participation.
It is not surprising that agency officials have favored broad
objectives that serve administrative ends without transfer of power.
This is characteristic of planning agencies and federal programs with
local variation that place emphasis on the values of efficiency,
economy, and control. In the face of organized opposition and a
recognized need for constituency support, however, one wonders if such
an objective is long overdue.
Methods of Participation . Recent years have witnessed an increase
in the scope of citizen participation methods available to planning
agencies. A federal agency catalogue describes 37 current or emergent
methods; an Advisory Commission on Intergovernmental Relations report
analyzes more than 40 methods used by federal programs; and a publication
of the Office of Consumer Affairs includes almost 100 case studies
17
of successful consumer activities. Several analysts categorize
selected methods according to function, such as information dissemination,
consultation, decision-making, citizen control, and process support
functions
.
The data shown in Table 2 indicate that a wide range of methods
is used by HSAs. Although federal requirements specify a small number
of methods in order to achieve minimal compliance, agency officials

TABLE 2
METHODS OF PUBLIC PARTICIPATION
USED BY HEALTH PLANNING AGENCIES
(N»154)
Method Percent Useda
Distribute plans and reports to libraries and media
Legal notice of meetings in newspapers
Make records and data available upon request
Formal public hearings
Committees and task forces
Newsletter
Press releases to media
Informal meetings, forums, or workshops
Board orientation and training programs
Surveys of community needs
Subarea councils
Full**time staff assigned to subarea councils
Full-time staff assigned to consumers
Subarea field offices
Agency formation of consumer groups
Consumer board members caucus
Agency funding of consumer groups
99
99
99
99
99
97
97
97
97
72
56
57
46
29
16
13
5
Rounded to nearest whole number

indicate use of at least 30 methods encompassing a broad range and
diverse functions. The most frequent methods employed are those that
help satisfy minimal federal requirements, including formal public
hearings (99%) , legal notices of meetings (99%) , newsletters (97%)
and press releases (97%) . Some analysts consider these to be "safe"
methods that provide information and foster good public relations but
19do not always influence agency decisions or transfer power to consumers.
Less frequent are methods that survey community needs (72%) or assign
full-time staff to subarea advisory councils (57%) or to consumers
(46%) . More than half (56%) of the responding agencies employ subarea
councils/ which are often thought to decentralize power and program
20
management to territorial subunits. Only rarely were methods employed
that provide a caucus of consumer board members (13%) or provide agency
formation (16%) or funding (5%) of consumer groups. The relative infre-
quency of methods that focus on consumerism and consumer groups contrasts
sharply with federal statements emphasizing consumer initiatives and
seems to disregard studies that advocate consumer organization formation
21
as a way to make health planning work.
Agency officials were asked what they considered the most effective
method of participation used by the agency. Respondents perceived
subarea advisory councils (19%) as most effective, followed by newsletters
(16%) . Those with subarea councils were questioned regarding their
use and generally found them important in constituency development,
implementation, and training. Despite high satisfaction, however,
subarea councils were employed by only 56 percent of the responding
agencies and were never required by federal officials.

8Public hearings also were singled out for focused analysis. Hearings
are venerable American participation methods and are specifically required
by health planning law. However, agency experience with public hearings,
in contrast to subarea councils, appears mixed. Although most officials
considered them a good way to learn public opinion (61%), most officials
indicated that few people attend or participate in hearings (78%)
,
that hearings tend to be dominated by providers (73%) , and that consumers
are not always effective participants in hearings (54%) . Officials
also indicated that hearings typically are advertised in the legal
section of newspapers (91%) , a strikingly ineffective way to inform
the public about them. Nonetheless, hearings, unlike subarea councils,
are required of all agencies.
Participants . P.L. 93-641 sought to broaden the base of participa-
tion in health planning, a field traditionally dominated by physicians,
hospitals and other medical providers. But studies of consumer partici-
pation have shown that consumer board members do not generally represent
their area's population, nor do they account to major constituency
groups. Studies of provider representation have shown similarly that
HSA provider board members are not representative of the overall provider
workforce or the general population, and that HSAs in fact may be con-
tributing to the further concentration of power among selected provider
22groups associated with traditional medical practice. Less is known
about what Marmor and Morone call the "behavior" and "efficacy" of
health planning representatives or about the community political arena
23in which health planning operates.

9Agency officials were asked to indicate the types of people who
participate in planning. The data presented in Table 3 show that a
broad range of types of people take part as individuals in health plan-
ning, although some are more active than others. Hospital administrators
and physicians are more active than all others, including other health
care and social service providers and consumers. Less active are con-
sumers of diverse types, including business and labor. Least active
are low income citizens. While health planning appears to have broadened
the base of participation, participation itself continues to be exercised
in differential frequency among individuals, and traditional providers
remain most active.
Agency officials also indicated the extent to which these types
of people are organized into groups in the community. Group formation
is a central factor for those seeking to participate in the planning
political arena. The pattern of group formation resembles that of
individual participation. While a broad range of participants tends
to be organized in the local community, some are better organized than
others. Physicians and hospital administrators are most likely, other
provider and consumer groups less likely, and low income citizens least
likely to be organized into groups in the community. This pattern
contrasts with the usual image in which providers are perceived to
have strong ongoing organizations while the general consumer public
is broad, diffuse and lacking in organization. Instead, these data
suggest that consumers also are organized, although less so than physi-
cians and hospital administrators.
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Agency officials also indicated the extent to which these groups
exercise influence on agency decisions. The pattern of group influence
resembles that of individual participation. Respondents identified
hospital administrators and physicians as most highly influential,
other provider and consumsr groups as less influential, and labor,
business, and low income groups as least influential of all. These
data support the usual image that traditional provider groups determine
policy decisions and agency activities.
It is to be expected that physicians and hospital administrators
are among the most active, best organized, and most influential indi-
viduals and groups in health planning. Their economic interests are
narrow and concentrated enough to warrant disproportionate intervention
and the effort required to dominate decisions. Provider dominance
in planning, however, nullifies legislative and administrative efforts
to change the pattern of provider dominance over health policy. Recent
studies which suggest that providers have little commitment to health
24planning make their continued dominance of this field problematic.
It also ccrres as no surprise that low income people are among
the least active, least organized, and least influential in health
planning. Studies of planning agencies have shown that low income
consumers are not represented on boards in proportion to their numbers
25in the population. Other studies have shown that planning efforts
at cost containment often worsen, rather than improve, the health
26
service 3 most needed by those with special access problems. More
general studies of the scope of participation in American society have

12
shown that low income citizens participate less in government programs
even when these programs are presumably designed to elicit their partici-
27
pation. Health planning has not reversed this pattern.
It is, however, surprising that business and labor are not more
active or influential in health planning. As major purchasers of
health care, these interests have an economic stake in controlling
28
rising costs by becoming involved in planning. As groups with
political resources and ongoing organizations, they could provide
powerful constituency support for planning agencies in the face of
29
adversarial opposition. Given their stake and needed support, one
might have expected more active involvement.
These data further substantiate the image that health planning
operates in an "imbalanced political arena" in which hospital adminis-
trators and physicians are more active, better organized, and more
influential than other providers and consumers. Health planning
has involved these "others," but traditional providers carry on, perhaps
better organized and more powerful than before P.L. 93-641.
Obstacles to Participation . Agency officials were asked to
identify obstacles to participation in their agency from a list of
possibilities. Their responses confirm previous studies. Most, in
some cases nearly all, officials agreed that the general public does
not perceive health planning as a community issue (89%) , that agencies
lack enough resources in terms of time or money (85%) , that consumer
board members lack adequate knowledge of health issues and planning
(68%) , that consumers are not well organized or a force in the community



14
and commitment to participation, a result that contrasts sharply with
prevous studies that have characterised staff as unreceptive to consumer
31initiatives and lacking a s^nse of consumer priorities. Instead,
officials saw themselves as trained and experienced (80%) , and their
executive director as committed (84%) , but working in the face of serious
obstacles.
It is of note that while agency officials perceived several obstacles
to public participation, chore were contradictions between the obstacles
they perceived and the actv. rticipation objectives and methods
they chose. For example, while officials perceived legislative mandates
as vague, they themselves have not focused their local objectives;
while they identified the lack of consumer organization as an obstacle,
they tended not tc perceive increased consumer control as an important
objective. lor example, they have not provided significant resources
to consumers or formed or funded consumer organisation.
Quality of Participation . The increase in federal mandates for
citizen participation has not significantly increased the ability to
32
evaluate the effectiveness of such participation. On the contrary,
only a few evaluation studies focus on the effectiveness of participation
Those few studies tend to take the stated aims for granted and evaluate
particular methods in terms of their frequency and number. Thus, it
is common to claim that because a method aims to involve citizens,
and because proceedings are held and people attend and express views,
that participation must necessarily have taken place. But an extensive
gap may separate stated aims and actual practice, and the number of

proceedings held or the number of people who take part in them are
not a complete measure of their quality. Although most analytic dis-
cussion centers on the scope of participation, quality may be its most
important attribute. According to Kasperson and Breitbart, participation
quality is "effective" if it influences a decision or produces a policy
33
outcome. Yet little is known about the quality or impact of many
major methods employed.
In the present study, agency officials were asked to indicate
the extent to which participation had influence or impact on health
planning. The data shown or' Table -x indicate that officials gave a
mixed response in assessing the impact of participation on the imple-
mentation of substantive health policy goals. They agreed that partici-
pation has improved the quality (75%) and accessibility (92%) of local
health services, but wer« less certain about whether participation
had improved health status (46%) and contained rising cost (55%)
.
Officials also gave mixed responses in assessing the impact of
participation on the individuals involved in health planning. Many
(69%) believed that participation had developed consumer leadership
and confidence but disagreed (46%) over whether it had helped consumers
emerge as a political force on issues of health. Officials were more
uniformly agreed in assessing the impact of participation on the
planning procedures and the process by which agency decisions are
made, strongly agreeing (87%) that participation had made planning
more responsive to consumer needs. Most claimed that it increased
the flow of information to and from the agency (80%) , raised public

TABLE 4
EFFECTIVENESS OF PARTICIPATION
ON HEALTH PLANNING AGENCIES
16
(N=154)
Measures of Effectiveness Very Somewhat Very Not at
much little all
Made health planning more responsive
to consumer needs?
Increased the flow of information
to/from the agency?
Increased the powe:: of hospital
administrators and physicians/
Helped consumers emerge as a political
force on issues of health?
Developed consumer leadership
and confidence?
Improved the health status of the
population?
Contained the rising cost of
local health services?
Improved the quality of local
health services?
Increased the accessibility of
local health services?
Increased conflict and divisions
in the community?
Raised public awareness of health
issues and planning?
Developed constituency support
for the agency?
Rounded to nearest whole number
29
21
Percentages
59 12
60 20
6 17 59 17
a 5 44 39 12
13 57 27 4
2 44 42 12
4 51 38 7
4 71 18 7
11 70 17 1
3 24 53 21
18 66 14 2
12 65 22 2
Less than, one percent

17
awareness of health issues and planning (84%) , and developed constituency
support for the agency (76%)
.
Although these data suggest that agency officials perceive that
public involvement has baa influence or impact, data from other sections
of the questionnaire suggest that problems remain. Thus while 87 percent
of the agency officials perceived that public involvement has made
health planning more responsive to consumer needs, 69 percent agreed
that providers dominate policy and planning. While 80 percent per-
ceived that public involvement has increased the flow of information
to and from the agency, 83 percent agreed that the general public does
not perceive health planning as a community issue. While 49 percent
believed public involvement has helped consumers emerge as a political
force, and 70 percent believed it has develped consumer leadership
and confidence, 82 percent agreed that consumers are not a well organized
force in the community , and most perceived physicians and hospitals
as the most active, best organized strongest influence on agency
decisions. In short, while agency officials perceived t.hat public,
involvement has had impact or influence, they also acknowledged that
serious problems remain..
CONCLUSION
Today the future of participation in health planning is in question.
The conservative Reagan administration promises less money for domestic
programs, and HSAs may be among the first agencies to go. Federal
officials are responding to administration proposals to dismantle

18
federal health planning programs by describing the accomplishments
of planning and participation. One official lauds the formation of
a national network of HSAs that have produced health systems plans
and involved thousands of particip ting citizens who "invested a large
amount of time and energy to tailor a national policy to their local
34
needs." Another argues that health planning is "impossible to evalu-
ate" but that "anecdotes, observations, and informed guesses" indicate
that health planning has operated as a "community trusteeship" that
has "boosted local voluntarism," "raised public consciousness," and
35
made a new social institution "accessible to the concerned lay person."
Their image seems to be that since HSAs were established and developed
plans according to federal guidelines, then participation must neces-
sarily have taken place.
This paper suggests something different about ronsumer participation
in health planning under P.L. 93-641. It does not question that health
planning agencies have been established and developed plans according
to federal guidelines, or th r\c a number of participation proceedings
have been held and a number of people have taken part in them, or
that the awareness, knowledge and capacity of some citizens have been
increased, or that health planning in some cases has been made more
responsive to consumer needs. Some health planning agencies have taken
a step toward participation, and participation has had uses for some
citizens. All this is easily confirmed in the literature.
This paper does challenge those who would make claims about the
scope of participation from the number of proceedings that have been

19
held and the number of people who have takon part in them, or who
would infer the quality of participation from the formation of planning
agencies and the production of plans. It questions evaluations of
the performance of a major national program that are based on anecdotes,
observations, and informed guesses alone, and xt challenges those who
fail to emphasize that while HSAs have improved awareness and activated
some participation, there still are 3erious gaps between stated partici-
pation aims and actual practice. There is abundant evidence that the
traditional pattern of provider dominance and consumer subservience
has been intensified under P.L. 93-641. Exceptional HSAs have sought
participation witn fervor, but most have not adopted singular, driving
objectives for participation and instead have favored "safe" participa-
tion methods that satisiy minimum federal requirements and provide
information and public relations without transfer of power to consumers.
Most agencies have helped broaden the base of participation in planning,
but without mobilizing consumers or reducing the dominance of providers.
Exceptional consumers and consumer groups have increased in number
and capacity around health planning agencies, but providers remain
the most active, best organized, -^rd influential participants. Agency
officials view themselves as trained, experienced, and committed, but
they work in the face of serious inrernal and external obstacles, and
major problems of participation still remain.
t*
20
NOTES
1. P.L. 93-641 1512(b) (3) (c) (i) , and 41 Federal Register 12812
(March 26, 1976) 122.104, 122.107, 122.109, and 122.144.
2. Colin Rorrie and Terry Shannon, 'Health Planning: Experience and
Expectations," State an I Local Government Review 12 (May 1980) -.45-50.
3. Helen Darling and Dorot q >o] A Selected Statistical Review of
Consumers on HSA Governing .todies (Washington: Institute of Medicine,
National Academy of Sciences, 19P0) . Wayne Clark, Placebo or Cure?
State uv. C. Local Kea.1 ch Pl^- %iinc, Agencies in the South (Atlanta:
Southern Regional Council, 1977), Theodore R. Marmot and James A.
Morone, "Represent! ng Consumer Interests: Imbalanced Markets,
Health Planning, and the HSAs, ! ' M.ilbank Memorial Fund Quarterly,
Health and Society 53 (Spring 1980) : 125-65 , Orkand Corporation,
Assessment of Representation and Parity of HSAs and SKPDAs (Rockville,
Maryland: Orkand Corporation for rhe Bureau of Health Planning and
Resources Development, 1977) , Bernard Sypniewski and Herbert Semmel,
"From Little Acorns. .. .Representation on Health Systems Agencies,"
Health Law Project Library Ky.U etin 335 (September 1977): 1-6 , and
Louis Tannen, "Consumer Issues Around HSAs: The Eastern Kentucky
HSA," Health Law Project Library Bulletin 333 (June-July 1977) : 19-22.
4. Howell S. Baum F "Sensitizing Planners to Organization," in Pierre
Clavel, John Forester, and V/illiam Goldsmith, eds., Urban and Regional
Planning in an Age of Austerity (New 'York: Pergamon Press, 1980) :
279-302, Barry Checkoway, 'Citizens on Local Health Planning Boards:
What Are the Obstacles?" Journal of tne Community Development Society

21
10 (Fall 1979) : 101-16, John Forester, "Toward Democratic Health
Planning: Political Power, Agenda-Setting, and Planning Practice,"
in Barry Checkcway , ed. , Citizens and Health Care: Participation and
Planning for Social Change (New York: Pergamon Press, 1981) : 105-38,
Julian Knox, The Functioning of Consumers in Programs and Policy
Making of Health Systems Agencies and State Health Coordinating
Councils (Washington: National Council for Health Planning and Devel-
opment, 1978), Michael Lipsky and Morris Lounds , "Citizen Participa-
tion and Health Care: Problems of Government Induced Participation,"
Journal of Health Politics, Policy and Law 1 (Spring 1976) -.85-111,
Warren R. Paap, "Consumer -based Boards for Health Centers: Struc-
tural Problems in Achieving Effectiveness and Control," American
Journal of Public Health 68 (June 1978) :578-83, and Allan B. Steckler
and William T. Herzog, "How to Keep Your Mandated Citizen Board Out
of Your Hair and Off Your Back: A Guide for Executive Directors,"
American Journal o f Public Health 69 (August 1979) :809-12.
5. John Bradley, "An Educational Approach to Health Planning," in
Checkoway, op. cit„ , .192-91, Consumer Commission on the Accreditation
of Health Services, "The Development of a Consumer Health Network,"
Health Perspectives 4 (July-October 1977) , James R. Kimmey, "Tech-
nical Assistance and Consultation for Consumers," in Checkoway, op.
cit. , 171-81, and Karen Glenn, Claire Lipschultz , and Susan Sherry,
"The Consumer Health Advocacy Training Project," in ibid., 192-204.
6. Robert R. Alford, Health Care Politics: Ideology and Interest Group
Barriers to Reform (Chicago- University of Chicago, 1975)
,

22
Drew Altman, "The Politics of Health Care Regulation: The Case of
the National Health Planning and Resources Development Act," Journal
of Health Politics, Po licy and Law 2 (Winter 1978) : 560-580, Barry
Checkoway and Michael Doyle, "Community Organizing Lessons for Health
Care Consumers," Journal of Health Politics, Policy and Law 5 (Summer
1980) :213-26, Eugene Feingold, "The Changing Political Character of
Health Planning, " Amer ican Journal of Public Health 59 (May 1969)
:
803-808, Karen Glenn, Planning, Politics, and Power: A User's Guide
to Taming the Health Care System (Washington: Consumer Coalition
for Health, 1980), Herbert Kaufman, "The Politics of Health Planning,"
American Journal of Public Health 59 (May 1969) :797-97, Claire
Lipschultz, Political Action in Health Planning: Building a Consumer
Constituency (Bethesda, Maryland: Alpha Center for Health Planning,
1980), Louanne Kennedy and Robb Burlage, "Repressive versus Recon-
structive Forces in Austerity Planning Domains: The Case of Health,"
in Clavel, Forester, and Goldsmith, op. cit.„ 117-39, Theodore R.
Marmor with Jan S. Marmor, The Politics of Medicare (Chicago: Aldine,
1973), Basil J. Mott, "The Mvth of Planning Without Politics,"
American Journal of Public Health 59 (May 1969) :797-802, Joseph L.
Roche, "Community Organization Approach to Health Planning," in
Checkoway, op. cit. , 139-52; and Bruce C. Vladeck, "Interest-Group
Representation and the HSAs: Health Planning and Political Theory,
American Journal of Public Health 67 (January 1977):23-28.
7. Barry Checkoway, Making Public Participation Work: Case Studies of
Innovative Health Planning Agencies (Hyattsville, Maryland: Bureau

23
of Health Planning, 1980) , and Barry Checkoway, "Consumerism in Health
Planning Agencies," in Health Planning in the United States: Selected
Policy Issues (Washington: Institute of Medicine, Natural Academy
of Sciences, 1981) :167-84.
8. Barry Checkoway, "Consumer Movements in Health Planning," in ibid.,
143-66
r Earry Checkoway and Michael Doyle, "Community Organizing Lessons
for Health Care Consumers," Journal of Health Politics, Policy and Law
5 (Summer 1980) : 21 3-26 , Mark Kleiman, "LA/HSA: Operation Successful,
Patient Dies," Health-PAC Bulletin 11 (September 1979) : 15-32, and
Bill Pastreich, "A Report on Health Care Organization in Massachusetts:
Union and Community United Around Health Care," Health Law Project
Library- Bulletin 331 (April 1977) : 1-4.
9. This study was undertaken through funding from the Office of Inter-
disciplinary Projects and in collaboration with the Survey Research
Laboratory at the University of Illinois. Further information on the
survey methodology is ?-.vailable from the author.
10. Bureau aZ Health Planning, Health Systems Agency Performance Standards
Guidelines (Hyattsville: Bureau of Health Planning, 1977).
11. Daniel P. Moynihan, Maximum Feasible Misunderstanding: Community
Action in the War on Poverty (New York: Free Press, 1969) , Hans B. C.
Spiegel, "Citizen Participation in Federal Programs: A Review,"
Journal of Voluntary Act ion Research 1 (1971): 4-31.
12. Checkoway, "Consumerism in Health Planning Agencies," op. cit.
13. Judy 3. Rosener, "Citizen Participation: Can We Measure Its Effective-
ness?" Public Administration Review 38 (September-October 1978) :475-63.

24
14. Dan Feshbach and Takuya Nakamoto, "Political Strategies for Health
Planning Agencies," in Checkoway, op. cit. , 153-70, Joan Lancourt,
Developing Implementation Strategies; Community Organization Not
Public Relations (Boston: Boston University Center for Health
Planning, 1979), Lipschultz, op. cit., and Roche, op. cit.
15. "Elite," "citizen," and "Marxist" models of participation are analyzed
in Roger Kasperson and Myrna Brietbart, Participation, Decentraliza-
tion, and Advocacy Planning (Washington: Association of American
Geographers, 1974).
16. Sherry Arnstein, "A Ladder of Citizen Participation," Journal of
American Institute of Planners 35 (July 1969) : 216-24.
17. Department of Transportation, Effective Citizen Participation in
Transportation Planning (Washington: Federal Highway Administration,
1976), Advisory Commission on Governmental Relations, Citizen
Participation in the American Federal System (Washington: Advisory
Commission on Intergovernmental Relations, 1979) , and Office of
Consumer Affairs, People Power: What Communities Are doing to Counter
Inflation (Washington: Office of Consumer Affairs, 1980).
18. Arnstein, op. cit. , Edmund M. Burke, "Citizen Participation Strate-
gies," Journal of the American Institute of Planners 34 (November
1968) : 287-94, Department of Transportation, op. cit., and Jon Van Til
and Sally Bould Van Til, "Citizen Participation in Social Policy;
The End of the Cycle?" Social Problems 17 (Winter 1970) :313-23.
19. Barry Checkoway, "The Politics of Public Hearings," Journal of
Applied Behavioral Sciences , forthcoming.

25
20. Kasperaon and Breitbart, op. cit. , argue that many methods thought
to "decentralize" power are actually methods of "deconcentration"
or new forms of centralization.
21. Bureau of Health Planning, The Health Planning Program; Citizens
Planning for Local Needs (n.p. : Bureau of Health Planning, 1980)
.
22. Barry Checkoway, Thomas O'Rourke, and David M. Macrina, "Representa-
tion of Providers on Health Planning Boards," International Journal
of Health Service s 11 (1981) :573-81.
23. Marmor and Morone, op. cit. An exception to the pattern of neglecting
behavioral aspects is Bill Hanson, "Provider and Consumer Control:
Interpersonal Power Relations at Board Meetings," Health Law Project
Lbrary Bulletin 6 (January 1981): 2-13.
24. Barry Checko' ay and James Morone, Representing Provider Interest in
Health Planning (Hyattsville, Maryland: Health Resources Administra-
tion, 1980)
.
25. Barry Checkov..'ay and Jon Van Til, "What Do We Know About Citizen
Participation? A Selective Review of Research," in Stuart Langton,
&^' ' Citizen Participation in America (Lexington: D. C. Heath,
1978): 25-42.
26. Dorothy Ellenburg, "Participation is Not Enough," in Checkoway, op. cit.,
49-62, and Alan Sager, "Public Hospital Closings: Solution or Symptom?"
in ibid, 63-83.
27. Checkoway and Van Til, op. cit.
28. Willis B. Goldbeck, A Business Perspective on Industry and Health
Care (New York: Springer-Verlag, 1978), and Interstudy, A National

26
Health Care Strategy; A Series of Five Reports on Business Involve-
ment with Health (Washington: National Chamber Foundation, 1978)
.
29. Jack Daly, Developing Participation of Business and Industry (Bethesda:
Alpha Center for Health Planning, 1980) , and Institute for Health
Planning, Business and Health Planning Agencies: Creating a Coopera-
tive Alliance (Madison: Institute for Health Planning, n.d.).
4
30. Marmor and Morone, op. cit.
31. Howell S. Baum, The Professionalization of Planners (Cambridge:
Schenkman, forthcoming), and Martin L. Needleman and Carolyn Emerson
Needleman, Guerrillas in the Bureaucracy: The Community Planning
Experiment in the United States (New York: John Wiley, 1974).
32. Nelson Rosenbaum, ed-/ Citizen Participation: Models and Methods
of Participation (Washington: Center for Responsive Governance,
n.d. )
.
33. Kasperson and Breitbart, op. cit.
34. Henry Foley, "Health Planning - Demise or Reformation?" The New
England Journal of Medicine 304 (April 16, 1981) : 969-72.
35. Harry P. Cain II, "Health Planning in the United States: The 1980s -
A Protagonist's View," Journal of Health Politics, Policy and Law
6 (Spring 1981) : 159-71.






UNIVERSITY OF ILLINOIS-URBANA
3 0112 003008205
